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Abstract 
This research involved the development of a self-report measure of injury based on 
the model of the Adolescent Injury Checklist (AIC), for use in the evaluation of school-
based interventions. The three stages of this research included focus groups with 
adolescents and consultations with medical staff, pilot testing of the revised AIC, called 
the Extended Adolescent Injury Checklist (E-AIC), in a high school context, and use of 
the finalised checklist in pre- and post-questionnaires to examine its utility. Results 
revealed that responses to the finalised E-AIC were meaningful and remained consistent 
over time. The E-AIC appears to be a promising measure of adolescent injury that is 
simple, time-efficient and appropriate for use in the evaluation of school-based injury 
prevention programs. 
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Injuries are a leading cause of adolescent mortality (Blum & Nelson-Mmari, 
2004), and are often associated with risk-taking behaviours, including transport risks and 
violence (Pickett et al., 2002). Unintentional injury and violence prevention has become 
an important part of health practice, and correspondingly, an increasing number of studies 
have involved evaluation of injury prevention programs.  
The development of reliable, self-report injury measures is essential to meet the 
growing need for evaluation. Discrepancies across evaluations of injury prevention 
strategies have been attributed to inadequate measures of change, among other factors 
(Sleet & Gielen, 1998). Traditionally, mortality and hospitalisation data have been used. 
In Australia, adolescent mortality and hospitalisation rates due to injury reveal that 
transport accidents and interpersonal violence are leading causes (AIHW, 2008).  
Emergency Department (ED) statistics, meanwhile, show a different causal pattern. Data 
from a study examining ED presentations at 50 Australian hospitals from 1986-1994 
revealed that sport accounted for 23% of injuries among males aged 15-29 years, with 
transport constituting 13% (Moller, 1995).  
While hospitalisation and ED records are recognised to be relatively complete, 
more cost-effective means of data collection which reflect all injuries, including those that 
are untreated, may be considered for evaluation. Self-report measures allow for the 
observation of subtle changes in injury rates, which is ideal for evaluation. Simple, time-
efficient measures are also particularly valuable for school-based research, where 
curriculum time is limited.  
Many widely used self-report injury measures focus solely on medically treated 
injuries and capture detailed information only on the most serious experienced; e.g. the 
injury section of the Health Behaviour in School-aged Children protocol (Currie et al., 
2001). A focus on medically treated injuries can be biased in several respects (Williams et 
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al., 1997). ED presentations are influenced by availability of care and factors such as pain 
tolerance and anxiety (Cummings et al., 1995). Further, many patients may not seek 
medical care for contusions or sprains, and in some cases, lacerations and some kinds of 
fractures may go untreated (Cummings et al., 1995). Presentation for medical attention is 
also associated with socioeconomic status (Williams et al., 1997). To be effective for 
program evaluation, measures should capture information on all injuries. 
The Adolescent Injury Checklist (AIC) 
The AIC is a self-report measure developed and used in hospital and school-based 
research in the USA (Jelalian et al., 1997; Jelalian et al., 2000; Jelalian et al., 2001; Spirito 
et al, 1997; Spirito et al., 2000). Importantly, the AIC records both minor injuries that are 
untreated or treated at home, as well as injuries requiring formal medical treatment.  
Although the checklist design is useful for an adolescent sample, the AIC is 
limited in its measurement of injury types (with only cuts and burns listed), and is instead 
primarily a situational measure (e.g. injured riding a bike; fighting). The AIC, originally 
adapted from the Child Health and Illness Profile (Starfield et al., 1995), has also not been 
reviewed by injury experts or youth themselves. As such, it is uncertain whether the 
language of items is appropriate, or whether the scale is comprehensive.  
In the context of these limitations, the aim of the current research was to further 
develop the AIC and determine its suitability for use in program evaluation. The research 
involved three stages: 
 Stage 1: Focus groups with adolescents and consultations with medical staff to 
determine appropriate terminology and develop an Extended AIC (E-AIC). 
 Stage 2: Pilot testing of the E-AIC in a school setting for further refinement. 
 Stage 3: Examination of the finalised E-AIC in pre and post questionnaires.      
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Ethical approval and parental consent 
Ethical approval was obtained for all stages from the university ethics committee, 
hospitals, the Education Department, coordinators of Flexible Learning Programs (FLPs) 
and school principals. The research was conducted as per the approved procedures. 
Parental consent was also obtained prior to school students’ participation. 
Stage 1: Focus groups and consultation 
Method 
Participants. Four focus groups were held with 30 adolescents (23 males), aged 14-17 
years, attending FLPs in south-east Queensland, Australia. FLPs are alternate secondary 
education facilities for adolescents disengaged from traditional schooling. Adolescents in 
FLPs were targeted as a high risk group with greater injury experience, particularly in 
risk-taking contexts. 
Consultations were held with staff at four major hospitals located in an urban 
catchment area. The researchers met with the ED Director of each hospital (four males) 
and attended a medical staff meeting (16 staff). In total, 20 medical staff were consulted.  
Measure and procedure. Focus groups with adolescents involved discussion of injury 
terminology contextualised within a broader discussion of injury and risk-taking. 
Participants were told that the researchers were adapting a survey developed in the USA, 
and that clarification was needed regarding appropriate Australian terms (e.g. stabbed vs. 
knifed; doctor vs. physician). Participants were given a copy of the AIC (as reported by 
Jelalian et al., 1997). Two researchers facilitated each of the groups.  
Consultations involved meetings between two researchers and medical staff. 
Participants were informed that their comments would be used to further develop the 
checklist.  
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The focus groups adopted a semi-structured format to include follow-on questions 
enabling clarification and enhancement of responses. Participants’ suggestions were 
discussed to determine the extent to which views were held within the group. Only 
suggestions with majority consensus were utilised. Data was analysed using the computer 
software program NVIVO. Qualitative analysis enables the relationship between identified 
themes to be explored. Themes were identified within the data and labelled, with further 
concepts relating to the theme being labelled as analysis continued. The theme 
identification process allowed for codes to be continually revised and better defined, and 
themes were checked across groups to confirm reliability.    
Results 
Adolescents and medical staff indicated that a number of changes should be made. 
The first column of Table 1 shows the original AIC items (used in discussions), while the 
second column shows the E-AIC items (used in Stage 2).    
Additions. Adolescents and medical staff indicated that the AIC did not cover all possible 
injuries. As such, additional items were developed, including broken bones, and sprains 
and strains. Bicycle injuries were also separated from skateboarding and rollerblading 
injuries. Further, the list was split into types of injuries (e.g. broken bone) and injury 
situations (e.g. riding a bicycle). An ‘other’ option was included for both sections. For the 
purpose of the current research, poisoning and animal-related injuries were removed.   
Re-worded Items. Several wording changes were made to increase applicability to 
Australian adolescents. For example, adolescents recommended that the item ‘BB, pellet 
or gunshot’ be translated to ‘shotgun, BB gun or other type of gun’ and that ‘riding a 
motorcycle, moped, snowmobile or ATV’ should be re-worded to ‘riding a motorcycle, 
moped or quad bike’. Medical staff commented that the frequency with which they saw 
stab wounds among adolescents warranted its inclusion. Although initially considered as 
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an additional item, stab wounds were included in an item reading ‘cut, stabbed, bruised or 
bleeding’.  
Stage 2: Pilot testing 
Method 
Participants. Pilot testing was conducted with 498 Grade 9 students (239 males, n = 7 
with missing data for sex), with a mean age of 13.6 years, from three high schools in outer 
suburban areas. 
Measure. The E-AIC (see Table 1, column 2 for items), as developed based on the results 
of Stage 1, was used. Like the original AIC, it consists of a list of injuries. Adolescents 
record the number of times they have experienced each within the past 6 months. Then, 
for each experienced, they indicate whether they were drinking alcohol or using other 
drugs, and whether they required medical treatment.   
Procedure. The E-AIC was administered during school time. A researcher began by 
reading the items. Once satisfied students were completing the checklist correctly, the 
researchers allowed independent work, but remained available for questions. 
Results 
Analysis revealed minimal missing data (<5% of cases), randomly distributed. 
Cases with missing data were excluded on an item by item basis (Tabachnick & Fidell, 
1996).  
Table 2 shows the proportion of adolescents reporting each injury type and cause 
in the preceding six months. The results were used to further refine the measure for Stage 
3. For example, the injury experienced most frequently was ‘cut, stabbed, bruised or 
bleeding’ (82.8%). Considering its frequency, ‘cut, bruised or bleeding’ and ‘stabbed’ 
were separated into two items, to enable a clearer picture of each. ‘Cut, bruised or 
bleeding’ remained in the injury type section, while ‘stabbed’ was moved to the situation 
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or causes section. This change was consistent with the comments of medical staff in Stage 
1. 
A relatively high proportion reported ‘other’ injury types and ‘other’ injury 
situations, suggesting that the range of injuries in each section was not complete. Also 
considering that 13.3% reported injuries associated with alcohol, the item ‘concussion/ 
knocked out’ was added to the list of injury types. During the data collection process, 
many of the students’ questions concerned categorising animal-related injuries (e.g. dog 
bite). The final version of the E-AIC therefore re-incorporates ‘animal attack’ and 
‘physically attacked by a person’. Finally, the proportion of adolescents who reported an 
injury associated with drug use was relatively small (6.6%). Drug use was therefore 
removed.  
The items included in the final version of the E-AIC, as used in Stage 3, are shown 
in column 3 of Table 1.  
Stage 3: Evaluation 
Method 
Participants. To determine the utility of the measure and examine consistency of 
responses, the final version of the E-AIC was completed at two time points by Grade 9 
students from three high schools in outer suburban areas (different cohort to pilot testing).  
At Time 1, n = 180 (83 male) students participated (mean age = 13.53 years). At 
Time 2, n = 157 (73 male) of the 180 students participated (mean age = 13.77 years).  
Measures. Two measures were included at this stage. The first was the final version of the 
E-AIC, developed using the results of Stages 1 and 2. The final version takes 
approximately five minutes to complete, and consists of 23 items. Instructions provided to 
participants are:  
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 This list describes some ways you might have been hurt or injured. Please answer 
how many times you have been injured in each way in the past 3 months. Then, for each 
injury you had, answer yes or no to whether you were drinking alcohol at the time and 
whether you went to a doctor or hospital. 
Six items in the list refer to injury types (e.g. broken bone), while the remaining 17 
refer to injury situations (e.g. riding a bike). Adolescents record the number of times they 
have had each injury, and for each experienced, they indicate whether they were drinking 
alcohol or required medical treatment. A three month recall period was used to avoid 
overlap in reporting time.  
The Australian Self Report Delinquency Scale (ASDRS) was also included at this 
stage for validity analysis. The ASRDS is a 37-item questionnaire developed by Mak 
(1993) and updated by Western, Lynch, Ogilvie, and Fagan (2003). Each item is the 
description of a risk-taking behaviour (e.g. ridden with a dangerous driver; taken part in a 
group fight) and participants are asked to respond as to whether or not they had engaged in 
the behaviour during the past three months. Western et al.’s (2003) adjustments resulted in 
a measure with good face validity, with clearly defined factors comprising of related risk 
behaviours, and discriminant validity, with differences demonstrated between school-
based, vulnerable and offending cohorts.  
Procedure. Questionnaires were administered during health classes at two time points, 
three months apart. A researcher read the instructions aloud before allowing students to 
work independently.  
Results 
Calculation of the reliability coefficient indicated a high degree of consistency 
among the 17 injury situation items (using Time 1 E-AIC data, Cronbach’s alpha = 0.80). 
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This is higher than that of the original AIC reported by Jelalian et al. (1997) (Cronbach’s 
alpha = 0.68).  
To determine the consistency of responses over time, the proportion of adolescents 
reporting specific injuries at Time 1 and Time 2 were compared. Table 3 shows the 
proportions of adolescents reporting at least one type of injury, as well as medically 
treated and alcohol-related injuries. The pattern and distribution of responses shows that 
reports of injury using the E-AIC are consistent, and statistical analysis revealed that the 
proportions reporting an injury overall, a medically treated injury, or alcohol use in 
association with injury did not differ significantly over time (see Table 3 for chi-square 
test values).  
Similarly, Table 3 shows the proportions of adolescents reporting specific injury 
situations (reported by at least 10% of sample at Time 1), across time. Analysis again 
revealed that the proportions reporting these injuries did not differ significantly over time 
(see Table 3 for chi-square test values). Although some gender differences were observed 
in injuries at each time point, the pattern of responses over time also remained consistent 
for both sexes. 
 Concurrent validity refers to the degree to which a new measure correlates with 
another related, previously validated measure. Given the degree of association between 
adolescent risk-taking behaviour and injury, concurrent validity was examined by 
correlating scores on the E-AIC with the ASRDS (both at Time 1).   
Initially, the underlying grouping of the E-AIC situation items (excluding ‘other 
injury situation’) was examined through Factor Analysis, to form subscales. This analysis 
revealed four subscales (see Table 4). They were labelled ‘transport injuries’, ‘high risk 
injuries’, ‘common injuries’ and ‘violence injuries’. Previous research revealed six 
subscales for the ASRDS, including ‘assault’ and ‘illegal vehicle use’ (Western et al., 
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2003). These two subscales were thought to correspond with the E-AIC subscales of 
‘transport injuries’ and ‘violence injuries’. Therefore, concurrent validity was determined 
through examination of the correlation between the E-AIC ‘transport injury’ subscale and 
the ASRDS ‘illegal vehicle use’ subscale, as well as between the E-AIC ‘violence injury’ 
subscale and the ASRDS ‘assault’ subscale. The ASRDS ‘assault’ subscale was found to 
correlate significantly with scores on the E-AIC ‘violence-related injury’ subscale (r = 
.511, p < .01). Further, the correlation of scores on the ASRDS ‘illegal vehicle use’ 
subscale with scores on the E-AIC ‘transport-related injury’ subscale was also significant 
(r = .410, p < .01).  
Discussion 
This paper describes the process undertaken to develop and extend the AIC, an 
injury measure used in previous US research, and pilot the revised scale for use as a 
school or community-based tool for adolescent injury research.  
An important first stage of the process was to consult adolescents and experts in 
the field about the content of the AIC and its applicability in an Australian context. The 
importance of youth consultation has been highlighted in previous research and has been 
used successfully to guide understanding of how young people perceive certain issues 
(e.g. White et al., 2008), as well as to incorporate their views into future research and 
planning (e.g. White, 2001; Woodman & Tyler, 2007). On the basis of the current 
consultation, several items were reworded and several were added to the checklist, to aid 
understanding and more completely represent the range of adolescent injury experiences. 
The resulting E-AIC was subsequently piloted in schools. Results revealed that a number 
of additional modifications needed to be made to the E-AIC prior to its final use. 
At Stage 3, the E-AIC was administered to a group of Grade 9 students at two time 
points, allowing for the comparison of results across time. Responses to the checklist 
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remained consistent from Time 1 to Time 2. In conjunction with a high internal 
consistency, these results indicate that the E-AIC is a promising tool for capturing 
adolescent injury experiences.  
The E-AIC also appears to demonstrate validity, considering the significant levels 
of correlation with related risk-taking subscales. In further support of the validity of the 
current measure, comparisons of reports of medically treated injuries from Stage 2 with 
those from a study of 1,983 US high school students using the AIC (Spirito et al., 1997) 
reveals similar patterns of responses. For example, 1.6% of the current sample reported 
medical treatment for fighting injuries, compared with 1.0% in the US sample. 
Additionally, 11.6% of the current sample reported medical treatment for cuts, compared 
with 8.1% of the US sample, and 4.1% reported medically treated motorcycle injuries, 
compared with 2.6% of the US sample. Interpretation of these similarities should, 
however, be undertaken with caution, as these studies span different continents and 
jurisdictions. The US sample was also slightly older; however the recall periods used were 
comparable.     
Comparisons with other studies using self-reported injury measures were not 
made, considering the variations in recall periods. Most other injury studies use 12-24 
month recall periods. The use of a three month period for the E-AIC seems appropriate, 
however, not only to avoid overlap in reports when assessing pre- and post-intervention, 
but also in consideration of the fact that adolescents’ recall for all injuries, both minor and 
severe, and associated behaviour, is required.  
 The E-AIC appears to be a promising tool for capturing injury in adolescent 
populations that is not captured through administrative data sources. Additionally, the E-
AIC is able to capture more information than the original US version. For example, the E-
AIC captures information on broken bones, sprains and head injuries, as well as situational 
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injuries of relevance to adolescents, such as injuries sustained while riding bicycles, 
skateboarding and rollerblading, and in violence situations (e.g. stab-related injuries).  
The E-AIC was, however, developed with Australian adolescents living in 
suburban areas. Future development and administration of the E-AIC should take into 
account location and lifestyle factors. For example, for a sample of rural adolescents, an 
item relating to horse-riding may be relevant. Similarly, the E-AIC, while suitable for 
adolescents living in temperate climates, may need to be further adapted for use in 
countries where winter activities such as skiing and snowboarding are common. 
Researchers may also consider reincorporating the drug use item, particularly for older 
adolescents.  
Limitations of this study include the use of self-report data. Self-reports have been 
suggested to be biased by both participant recall (with serious injuries more likely to be 
recalled than minor injuries), and by social desirability, particularly in relation to risk-
taking behaviour. Several studies have however supported the reliability and validity of 
school-based self-report questionnaires involving both injury (e.g., Begg, Langley & 
Williams, 1999) and risk-taking (Brener et al., 2002).  
Additionally, as this measure is suggested for use in injury prevention program 
evaluation, it is necessary to consider the type of program for which it may be used and 
whether there is likely to be any potentially biasing impact on reporting at follow-up. 
Participation in school-based injury programs may heighten students’ awareness of their 
injuries and possibly lead to over-inflation of self-reports. This issue could be examined in 
future research, however, the benefits of self-report as a method of data collection (e.g. 
cost; time-efficiency) may be considered to outweigh these possible biases.  
 An additional limitation is that adaptation of the E-AIC was initially based on 
reports of injury from high risk adolescents. Although this approach was undertaken in 
13 
   
order to gather information about injuries from those who are most likely to experience 
them, it may be argued that the results are not generalisable to the wider adolescent 
population. Despite this, however, school-based adolescents in Stages 2 and 3 did report 
injuries on the E-AIC, suggesting that this measure may be also appropriate to a more 
normative population.  
Conclusions 
The current research demonstrates that the E-AIC is a useful and promising 
measure of adolescent injury for evaluation research. It is also a time-efficient and 
inexpensive measure which, through its easy-to-complete checklist format, enables a 
comprehensive and representative picture of adolescent injury and its association with 
risk-taking behaviours.  
Several implications for the use of the checklist in future research have been 
shown, including: 
 A three month recall period may enable assessment pre- and post-
intervention, while reducing bias in self-reports.   
 Initial consultation with the relevant adolescent group allows items 
important to that group to be recognised and included. 
 The checklist may be modified to suit the participant group (e.g. horse 
riding item for rural adolescents). 
 While associated drug use may not need to be measured among younger 
adolescents, this item may be included for studies involving older 
adolescents. 
 Researchers should consider potentially biasing impacts of prevention 
programs on injury self-reports. 
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In the current context of increased implementation of school-based programs 
targeting injury and risk-taking behaviour, it is important that simple and time-efficient 
measures are developed for evaluation. The E-AIC has been shown in this study to be a 
comprehensive measure that is acceptable for use in school-based research.    
15 
   
Acknowledgements 
This work was supported by a grant from the National Health and Medical 
Research Council. 
We would also like to thank the staff and students of participating schools, FLPs, 
and hospitals, as well as the wider research team. 
 
 
 
16 
   
References 
Australian Institute of Health and Welfare (2008). Australia’s health 2008. Cat. no. AUS 
99. Canberra, AIHW. 
Begg, D., Langley, J. & Williams (1999). Validity of self reported crashes and injuries in a 
longitudinal study of young adults. Injury Prevention, 5, 142-144. 
Blum, R.W., Nelson-Mmari, K. (2004). The health of young people in a global context. 
Journal of Adolescent Health, 35, 402-418. 
Brener, N. D., Kann, L., McManus, T., Kinchen, S. A., Sundberg, E. C. & Ross, J. G. 
(2002). Reliability of the Youth Risk Behavior Questionnaire. Journal of Adolescent 
Health, 31, 336-342.  
Cummings, P., Koepsell, T.D., Mueller, B.A. (1995). Methodological challenges in injury 
epidemiology and injury prevention research. Annual Review of Public Health 16, 
381-400. 
Currie, C., Samdal, O., Boyce, W., Smith, R. (2001). Health behaviour in school-aged 
children: A WHO cross-national study (HBSC), Research protocol for the 
2001/2002 survey. Edinburgh, Child and Adolescent Health Research Unit 
(CAHRU), University of Edinburgh. 
Jelalian, E., Spirito, A., Rasile, D., Vinnick, L., Rohrbeck, C., Arrigan, M. (1997). Risk 
taking, reported injury, and perception of future injury among adolescents. Journal 
of Pediatric Psychology, 22, 513-31. 
Jelalian, E., Alday, S., Spirito, A., Rasile, D., Nobile, C. (2000). Adolescent motor vehicle 
crashes: The relationship between behavioral factors and self-reported injury. 
Journal of Adolescent Health, 27, 84-93. 
17 
   
Jelalian, E., Spirito, A., Rasile, D., Nobile, C. (2001). Behavioral factors associated with 
self-reported injury in young adolescent males. International Journal of Adolescent 
Medicine and Health, 13, 155-67. 
Mak, A.S. (1993). A self-report delinquency scale for Australian adolescents. Australian 
Journal of Psychology, 45 (2), 75-79. 
Moller, J. (1995). Injury among 15 to 29 year old males. Adelaide, NISU. 
Pickett, W., Schmid, H., Boyce, W. F., Simpson, K., Scheidt, P. C., Mazur, J., et al. 
(2002). Multiple risk behavior and injury: An international analysis of young people. 
Archives of Pediatrics and Adolescent Medicine, 156, 786-793. 
Sleet, D.A., Gielen, A.C. (1998). Health behavior: Injury prevention. In: J. Arnold & S. 
Gorin, (Eds.), Health Promotion Handbook. St Louis, Mosby & Co., pp. 247-275. 
Spirito, A., Rasile, D., Vinnick L., Jelalian, E., Arrigan, M. (1997). Relationship between 
substance use and self-reported injuries among adolescents. Journal of Adolescent 
Health, 21, 221-224.  
Spirito, A., Jelalian, E., Rasile, D., Rohrbeck, C., Vinnick, L. (2000). Adolescent risk 
taking and self-reported injuries associated with substance use. American Journal of 
Drug & Alcohol Abuse, 26, 113-123. 
Starfield, B., Riley, A., Green, B. (1995). The Adolescent Child Health and Illness Profile: 
A population-based measure of health. Medical Care, 33, 553-566. 
Tabachnick, B. G., & Fidell, L. S. (1996). Using multivariate statistics (3rd ed.). New 
York: Harper Collins College Publishers.  
Western, J., Lynch, M., Ogilvie, E. (2003). Understanding youth crime: An Australian 
study. Aldershop, Hampshire, Ashgate Publishing Ltd. 
White, R. (2001). Youth participation in designing public spaces. Youth Studies Australia, 
20 (1), 19-26. 
18 
   
White, K.M., Robinson, N.G., Young, R., Anderson, P.J., Hyde, M.K., Greenbank, S., 
Keane, J., Rolfe, T., Vardon, P., & Baskerville, D. (2008). Exploring young people’s 
beliefs and images about sun safety. Youth Studies Australia. 27 (4), 43-49. 
Williams, J.M., Currie, C.E., Wright, P., Elton, R.A., Beattie, T.F. (1997). Socioeconomic 
status and adolescent injuries. Social Science & Medicine, 44, 1881-1891. 
Woodman, D., & Tyler, D. (2007). Participatory approaches to longitudinal research with 
young people. Youth Studies Australia, 26 (2), 20-26. 
19 
   
Table 1: AIC and E-AIC items, Research stages 1 - 3 
Stage 1: AIC (Jelalian et al., 1997) Stage 2: E-AIC Pilot testing Stage 3: E-AIC Program evaluation 
Injury items 
 Injury types Injury types 
Cut Cut, stabbed, bruised or bleeding Cut, bruised or bleeding  
Burn (fire, chemicals, electrical, liquid) Burn (fire, chemicals, electrical, liquid) Burn (fire, chemicals, electrical, liquid) 
 Broken bone Broken bone 
 Sprain/pulled muscle Sprain/pulled muscle 
  Concussion/knocked out 
 Other type of injury Other type of injury 
 Injury situations/causes Injury situations/causes 
Physical fight Physical fight Physical fight 
BB, pellet, or gunshot Shotgun, BB gun or other type of gun Shotgun, BB gun or other type of gun 
Hit by something (e.g. rock or glass) Hit by something (e.g. rock or glass) Hit by something (e.g. rock or glass) 
Near drowning Near drowning Near drowning 
Fall Fall Fall 
Team sport, athletic activity or exercise Team sport, athletic activity or exercise Team sport, athletic activity or exercise 
Hit by a vehicle while walking Hit by a vehicle while walking Hit by a vehicle while walking 
Physically attacked Physically attacked Physically attacked by another person 
Driving a vehicle Driving a vehicle Driving a vehicle 
Riding in a vehicle Riding as a passenger in a vehicle Riding as a passenger in a vehicle 
Riding a bicycle, skateboard or rollerblades Riding a bicycle Riding a bicycle 
Riding a motorcycle, moped, snowmobile or ATV Riding a motorcycle, moped or quad bike  Riding a motorcycle, moped or quad bike  
 Skateboarding Skateboarding 
 Rollerblading Rollerblading 
  Stabbed  
Animal or serious insect bite  Attacked by a dog or other animal 
Drinking or eating a dangerous substance   
Other Other situation/cause Other situation/cause 
Additional items (completed for each injury occurrence reported) 
Drinking alcohol  Drinking alcohol Drinking alcohol  
 Using any other drugs  
Treated by a doctor or nurse Treated by a doctor or at hospital Treated by a doctor or at hospital 
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Table 2: Reports of injury, and proportions of injuries associated with alcohol, drugs and medical treatment (Stage 2) 
Injury 
Adolescents reporting  
injury
Injuries associated with 
alcohol 
Injuries associated with 
drugs 
Injuries requiring medical 
treatment 
n % n %  n %  n %  
Injury Types         
Cut, stabbed, bruised or bleeding  405 82.8 49 9.9 13 2.6 57 11.6 
Sprain/pulled muscle 303 61.5 20 4.0 7 1.4 75 15.1 
Burn 150 30.6 17 3.4 8 1.6 10 2.0 
Broken bone 50 10.2 7 1.4 5 1.0 40 8.1 
Other type of injury  127 26.5 23 4.7 15 3.1 46 9.5 
    At least one of above 454 92.1 66 13.3 33 6.6 159 31.9 
Injury Situations         
Team sport, athletic activity or exercise 270 55.2 - - 4 0.8 42 8.7 
Fall 261 53.4 43 8.8 12 2.5 22 4.5 
Hit by something (e.g. rock or glass) 232 47.4 23 4.7 6 1.2 11 2.2 
Riding a bicycle 211 43.1 20 4.1 2 0.4 20 4.1 
Physical fight 209 42.5 27 5.5 4 0.8 8 1.6 
Riding a motorcycle, moped or quad bike 101 20.7 8 1.6 2 0.4 16 3.3 
Physically attacked  92 18.9 12 2.5 6 1.2 8 1.6 
Skateboarding 90 18.4 13 2.7 1 0.2 4 0.8 
Near drowning 69 14.1 4 0.8 2 0.4 1 0.2 
Rollerblading 66 13.6 3 0.6 1 0.2 6 1.2 
Riding as a passenger in a vehicle 65 13.3 9 1.8 3 0.6 12 2.5 
Hit by a vehicle while walking 29 5.9 5 1.0 2 0.4 6 1.2 
Driving a vehicle 26 5.3 1 0.2 - - 4 0.8 
Shotgun, BB gun or other gun 23 4.7 3 0.6 2 0.4 4 0.8 
Other situation  87 18.0 11 2.3 4 0.8 15 3.1 
    At least one of above 455 92.5 73 14.7 24 4.8 106 21.3 
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Table 3: Proportion, by gender, reporting injuries at Stage 3, Time 1 and Time 2, and chi-square test results (based on totals) 
 %  Time 1  % Time 2  χ²(1) p value 
 Males 
(n = 84) 
Females 
(n = 96) 
Total  
(n = 180) 
Males 
(n = 74) 
Females 
(n = 83) 
Total 
(n = 157) 
  
At least one injury (treated or untreated) 89.6 91.1 90.4 87.7 89.7 88.8 0.023  .88 
Medically treated injury 15.5 16.7 16.1 16.2 14.9 15.5 0.215  .64 
Injury associated with alcohol 7.1 9.4 8.3 7.2 7.7 7.5 0.080  .78 
Team sport, athletic activity or exercise 57.3 55.1 56.1 63.5* 46.8* 54.3 0.100 .75 
Fall 29.7 39.3 35.0 22.2 33.3 28.4 1.516 .22 
Riding a bicycle 40.5* 21.3* 30.1 34.9* 12.8* 22.7 2.099 .15 
Hit by something (e.g. rock or glass) 32.0 23.6 27.4 31.7 24.4 27.7 0.002 .97 
Physical fight 21.3 13.5 17.1 23.4 14.1 18.3 0.080 .78 
Physically attacked 20.0 11.2 15.2 12.7 10.4 11.4 0.942 .33 
Skateboarding 21.6* 9.0* 14.7 14.3 7.7 10.6 1.128 .29 
Riding as a passenger in a vehicle 14.9 7.9 11.0 12.7 9.0 10.6 0.013 .91 
Rollerblading 16.2 6.7 11.0 6.3 7.7 7.1 1.411 .23 
*p < .05 for gender difference
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Table 4: Stage 3 Factor Analysis results for injury situation items 
 Factor 
E-AIC Item ‘Transport 
injury’ 
‘High risk 
injury’ 
‘Common 
injury’ 
‘Violence 
injury’ 
Riding a bike .666    
Riding a skateboard .660    
Riding in a car .593    
Driving a car .575    
Riding a motorbike .474    
Rollerblading .440    
Hit by vehicle  .682   
Gunshot  .603   
Stabbed  .597   
Near drowning  .468   
Falling   .723  
Sport   .514  
Hit by something   .504  
Animal attack   .462  
Physically attacked     .777 
Physical fight    .753 
 
 
